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SUMMARY Stricture of an internal mammary artery graft was successfully dilated by percutaneous angioplasty in a young man who had recurrent angina soon after bypass surgery. 4 The technique of dilatation of internal mammary graft stenoses described in this paper is also likely to be useful in postponing the need for repeat bypass grafting. This is especially important in view of the recent increased use of internal mammary artery grafts.
Percutaneous dilatation of coronary arteries is a well accepted method of treating symptomatic coronary disease for which the rates of success, early complications, and late restenosis (approximately 30%) are known.7 Dilatation of coronary vein bypass graft stenoses has been successfully performed in many centres but with less primary and long term success. 4 The application of this technique to the treatment of internal mammary artery graft stenoses is a new development and there is little information on long term follow up. Kereikes et al reported two cases successfully treated in this way with good initial results, no complications, and no evidence of restenoses at follow up five months later.8 Our patient also showed a good initial angio-Transluminal angioplasty of a stenosis of an internal mammary artery graft 475 graphic result and although repeat angiography was not performed a negative exercise test and thallium scan were highly suggestive of no restenosis.9 Because their histology is similar it is likely that the same complications will be associated with internal mammary artery dilatation as with native coronary artery; however, further information from large series is needed to define these points.
Although dilatation with standard equipment was successful in this patient, our subsequent failure to reach a stenosis in a native left anterior descending artery via an internal mammary artery graft suggests that the success rate will be further improved by minor equipment modifications. In this case we were able to engage the left internal mammary artery using a catheter that had a preformed shape designed to fit an artery of a different anatomy; however, guide catheters specifically designed to engage the graft artery are likely to simplify the procedure. When fully advanced out of the guide catheter the balloon can reach and dilate a stenosis approximately 30cm away. Stenosis in the long and tortuous internal mammary artery or in the native artery distal to the anastomosis may not lie within 30cm of the guide catheter. Hence shorter guide catheters or longer balloon catheters may be needed.
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